the whole question of the significance of airborne contamination. Infection has been shown to occur when using the Trexler isolator, which theoretically places the wound in a completely sterile environment (McLauchlan et al. 1975) .The possibilities of infection occurring from the patient's own skin or from the air in the ward also have to be considered. These matters all appear to be of the greatest importance, and surgeons await the final results from the MRC multi-hospital study on ultraclean air systems (see p 800) in the hope that they will gain positive guidance which will allow them to 'regulate their practice in a logical way.
In 1894Sir William Watson-Cheyne wrote 'suppuration occurring in a wound made by a surgeon through unbroken skin is due to some over-sight on his part'. It may well be right that surgeons should assume responsibility for infection today, but they need to base their techniques on more than intuition. Cooperation with microbiologists is essential in order to introduce rational methods of prevention and to evaluate their effectiveness in a statistically-significant manner. Nevertheless, at the present time, and probably for ever, a quotation from a leading article in the British Medical Journal (1972) 
Surgical scope in renovascular hypertension
There is general agreement that appropriate surgical intervention can relieve hypertension that is secondary to coarctation of the aorta, phaeochromocytoma of the adrenal medulla, or an aldosterone-secreting tumour of the adrenal cortex. There is less agreement and indeed a significant amount of controversy regarding the role of surgery in renovascular hypertension. The surgical correction of renal artery stenosis does not always result in restoration to normal of the previously elevated blood pressure, while circulating renin or angiotensin levels may at times be unrelated to the cause of the hypertension. Although partial constriction of a renal artery in experimental animals produces a chronic sustained elevation of arterial blood pressure (Goldblatt et al. 1934) , it is the decrease in renal blood flow that triggers the release of substances into the circulation that either initiate or perpetuate the induced hypertension. Change in mean arterial perfusion pressure, however, is the major determinant in the sequential chain of biochemical events (Hunt & Strong 1973) . Renin is a renal enzyme that activates the renal artery pressure system. It is not itself a direct pressor or vasoconstrictor substance, but its interaction with a plasma glycoprotein substrate yields the decapeptide agniotensin I. This inactive compound is subsequently enzymatically converted into the octapeptide angiotensin II, which is a more direct pressor substance with the dual effect of causing marked vasoconstriction of arterial smooth muscle and of stimulating aldosterone secretion by the adrenal cortex with corresponding retention of sodium and water. Hypertension may thus result from excessive renin-angiotensin activity with vasoconstriction and increased vascular resistance, because of sodium retention and appropriate volume expansion, with resulting increased cardiac output, or as a result of disturbance in the relationship of these two mechanisms.
The use of saralasin to provide competitive antagonism to angiotensin II provides a diagnostic test to identify angiotensin-mediated hypertension (Streeten et al. 1975) , as well as providing a tool tel 1978 The Roval Societv of Medicine
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for induction and maintenance of reduced blood pressure in severelyhypertensive patients.
The differentiation of renovascular hypertension from the more frequently encountered essential hypertension is complicated by the fact that only 16% of hypertensive patients suffer from a renovascular hyperreninaemic mechanism (Foster et al. 1973) .
Failure of response to good medical management, frequent exacerbations of hypertensive episodes, or accelerated progression of hypertension with cardiac, renal, or cerebral symptoms, justify consideration of surgical intervention. As a preliminary, however, diagnostic measures should be introduced to identify the presence of atherosclerotic renal artery stenosis, which accounts for 70% of patients, or fibromuscular disease of the renal arteries, which affects 20% of patients with renovascular hypertension. Since the first description of fibromuscular disease of the renal arteries (Leadbetter & Burkland 1939) ,several varieties of this disorder have been described, including intimal fibroplasia, medial fibromuscular dysplasia, perimedial fibroplasia, and adventitial fibroplasia. These variants of fibromuscular disease of the renal arteries may occur in children and young adults, and tend to occur more commonly in females aged 25-50 years. The associated development of small renal artery aneurysms and medial dissection may lead to variable degrees of renal infarction with characteristic pyelographic and arteriographic changes. Miscellaneous causes of renovascular hypertension include arterial trauma, thrombosis, compression, embolism, or the development of a renal arteriovenous fistula.
Intravenous pyelography may provide information that is strongly suggestive of renovascular hypertension, .and specific features to be sought include decrease in size on the ipsilateral side, unilateral delay in the appearance of contrast medium in the collecting system of the involved, or more severely affected, kidney as well as late hyperconcentration of the contrast medium on that side. Ureteral notching may indicate the presence of pelviureteral collateral vessels while a defect in the renal silhouette is suggestive of renal infarction.
Radioisotope renograms provide a noninvasive technique for assessing renal blood flow by using radioactive technetium while the concurrent use of radioiodinated sodium iodohippurate (hippuran) provides information regarding the kidney's capacity for clearance.
The presence of a bruit, on clinical examination, on the appropriate side of the abdomen or flank, in association with hypertension" is strongly suggestive of renal artery stenosis, but this physical sign is absent in many cases. Split renal function studies provide an analysis of the kidney's functional characteristics and require bilateral ureteric catheterization. A positive test on the affected side is indicated by a decrease in urine volume, decrease in urinary sodium, and an increased creatinine and para-amino hippurate concentration. The study is metabolically complex and fraught with errors in interpretation (Howard 1964 ,Stamey et al. 1961 .
Selective renal arteriography is indicated in all patients in whom the possibility of surgical amelioration of renal vascular hypertension is being considered. The demonstration of the appropriate lesion or lesions is most helpful in planning the necessary surgical procedure. Renal arteriography is also indicated to demonstrate the integrity of an aortorenal bypass or other revascularization procedure.
If the clinical investigations indicate that hypertension is attributable to a renovascular mechanism, then at the time of arteriography selective renal vein catheterization is carried out. The presence of renal artery stenosis with an elevation of ipsilateral renal vein renin, in a proportion of 1.5to I or greater in relation to the contralateral side, is strongly confirmatory that the hypertension is mediated by the renin-angiotensin mechanism, and that it is susceptible to surgical relief.
The main aim of renal revascularization is not only to remedy the excessive elaboration of renin by the ischaemic kidney, but also to preserve renal functional tissue. Nephrectomy is indicated only if there is considerable renal atrophy, if the occlusion cannot be ameliorated, or thrombosis of the bypass develops.
Although endarterectomy or resection of a localized stenotic lesion may occasionally be indicated, an aortorenal bypass with Dacron or an autogenous vein graft is the most frequently utilized technique. At the time of operation, a pressure gradient of the order of 30 mmHg or greater is generally noted; this gradient should be reduced to near zero on completion of the revascularization procedure, in clear testimony of a successful operation.
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